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INCISED WOUND OF THE RIGHT CORNEA FROM A 
BROKEN NOSE-GLASS. 


By Casey A. Woop, M.D, 
CHICAGO, ILL. 


Believing that a contribution to the discussion now going on 
in various ophthalmic journals regarding injuries to the eye 
from broken spectacles and nose glasses might be interesting to 
ophthalmologists, the writer submits one of the very few cases 
that he has seen in a rather large public and private practice. 
His experience entirely coincides with that of Hans Lauber 


Casey Wood’s Case of Broken Lens Broken Lens in Casey Wood’s Case 
Injury to the Cornea. of Injury to the Eye. 
Diagram of Incised Wound in the A. Line of Fracture. 


Cornea, with Prolapse of Iris. 


(Ophthalmoscope, Vol. 12,-p. 392, 1914), who among over 
150,000 eye patients found this form of injury in only five cases, 
or one in 30,000. It would appear a priori that such accidents 
ought to be quite common, when one considers the various blows, 
knocks and other injuries that the face and orbital regicn re- 
ceive from time to time and the not unusual fracture of glasses 
when worn in front of the eye. It must be remembered, how- 
ever, that the eyeball is unusually well protected from injury, 
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considering the prominent place it occupies as a part of the ex- 
posed face. 

Lauber (who gives a bibliography bearing on this subject) 
claims that spectacle lenses when broken in situ on the face are 
more likely to damage the eye structures than are nose glasses, 
since the latter drop off more readily than spectacles. 

Sydney Stephenson (Ophthalmoscope, p. 499, October, 1915) 
reports a case somewhat similar to the following, and remarks 
that it is the only instance of this form of injury occurring to a 
woman. Vogt (Centralblatt f. prakt. Augenheilkundc, Decem- 
ber, 1912) records ten cases of injury to the eye from broken 
lenses, but nine of these were in men and one in a child. This 
author seems to think that, contrary to the general impression, 
injuries from broken lenses are not so very uncommon. He 
found five examples among 750 ophthalmic patients, or about 0.6 
per cent. Doubtless, if a questionnaire were distributed among 
the ophthalmologists of the world this experience would be al- 
most unique. 

The writer’s case is as follows: Mrs. J. W. B., aged 25, never 
had any trouble with her eyes except that she had been re- 
garded as “short-sighted” and when seen by the writer was 
using glasses for constant wear. With these she could read and 
see well in the distance. 

On September 26th, 1898, on rising from a seat she placed 
her right foot on the rocker of a near-by rocking chair. This 
act caused the farther end of the rocker to be thrown forward 
with great force, the point of it hitting her on the right side of 
the face. She was wearing nose-glasses at the time and the right 
lens was broken and a piece of glass cut into the eyeball. 

The patient was seen by the writer about twenty-four hours 
after the injury. There was a transverse, almost horizontal, in- 
cised and penetrating wound of the lower third of the right cor- 
nea. The wound (as shown in the diagram) was entirely within 
the clear cornea and involved the lower margin of the pupillary 
area. There was a hernia of the iris; the lids were swollen and 
ecchymosed and there were traces of a (slight) wound in the 
upper lid skin. The patient complained of considerable pain, 
lacrimation and photophobia. 

Under chloroform anesthesia the iridic hernia was excised 
and the wound edges precisely coapted. The eye was dressed 
with atropin ointment, a firm bandage was applied and the pa- 
tient put to bed. On September 30th she was without pain and 
all seemed to be going well, but that night the eye again became 
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painful and there was much discharge of tears and mucus; to- 
wards morning the pain became so severe that it had to be con- 
trolled by hypodermic injections of morphia. On removing the 
bandage next morning there was little to be seen except con- 
siderable sclero-corneal injection. 

On October 2nd there was no hernia of the iris, the wound 
had smoothly healed and there was no involvement of the crys- 
talline lens. The tension, however, was quite +1. In spite of 
the latter sign the atropin ordered at first was continued, with 
hot applications, leeches and laxatives. On October 4th, the 
pain had considerably decreased; the tension was almost normal 
and the other symptoms soon after disappeared. 

On October 24th the patient left the hospital, with the wound 
firmly healed; tension normal; vision with —2 sph.=6/60. 

On October 29th the tension in the right eye was still normal 
and the eye entirely quiet; no ciliary or other congestion. 

On examining the patient with the ophthalmoscope no signs of 
intraocular damage were discovered. 

On November 14, 1898, the right eye was quiet and the visual 
acuity 2/7; with —2 sph=20/50—. However it continued to be 
irritable on use, or when exposed to bright lights, for several 
months, but eventually all these symptoms disappeared. On 
September 25th, 1899, the cornea showed an oblique, linear scar 
with a coloboma down and slightly in, but the pupil responded 
freely to light and accommodation. Eventually, the patient ob- 
tained 6/9 of normal vision and read fluently the finest print 
with the following correction: cyl.—4.25, axis 140°<sph.+1. 

The left eye was found to be practically emmetropic. The 
patient was given a second pair of glasses with a sufficiently 
deep “London smoke” tint for use on bright days, or when ex- 
posed to glare of any kind. 

The writer took the precaution to have a sketch made of the 
broken lens. It was one of a pair of frameless pince nez. Here- 
with are sketches both of the damaged cornea and of the frac- 
tured nose glasses. The incised wound of the eye was un- 
doubtedly made with the upper and smaller fragment of glasses. 
It will be noticed that it presents a sharp point well adapted to 
inflicting the wound in question. 

My associate, Dr. T. A. Woodruff, saw this patient on June 
20, 1900. She had then no asthenopia whatever and rarely re- 
quired to use her tinted lenses. With her correcting glasses she 
obtained visual acuity of 6/6 nearly and was able to read Jaeger 
1 at 15 cm. 
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REPORT AND COMMENTS ON 
THE TWENTIETH ANNUAL MEETING OF THE 
AMERICAN ACADEMY OF OPHTHALMOLOGY AND 
OTO-LARYNGOLOGY. 


By W. F. Harpy, M.D., 
ST. LOUIS, MO. 


The meeting held on October 5th, 6th and 7th, 1915, in Chi- 
cago, was one of the best attended and successful in the history 
of the Academy. That a greater number attended than was an- 
ticipated was evidenced by the shortage of official badges; the 
late comers having to be content with guest badges. The Presi- 
dent’s Address, dealing with Oto-Laryngology, followed the rou- 
tine order of business. Dr. Robert Scott Lamb delivered the 
Vice-President’s Address, dealing with Ophthalmology. The 
Committee on Protection of Eyes in Industries from Excessive 
Light and Heat, through Dr. N. M. Black, gave their report. 
While an immense amount of work was done on the subject and 
most valuable data obtained for future guidance, yet it was the 
sense of the Committee and of the Academy that it would be 
premature to publish their findings as a basis for conduct of 
manufacturers, heads of industries and legislators. The Com- 
mittee was continued, and it is expected that at the next meet- 
ing their finished and perfected work will be presented. The 
lantern slides by Dr. Black, with the accompanying explanation, 
were most interesting in showing the amount of harmful rays in 
intense light and the effect of the various glasses in cutting down 
the deleterious emanations and also the luminous rays. The 
subject is too technical for the average ophthalmologist, who 
finds himself bewildered in the maze of light physics, long wave, 
short wave, infra-red, ultra-violet rays, etc., etc. That much 
benefit will come from the study is abundantly evident, and good 
will redound to industries and workmen alike, besides putting 
the whole subject on a scientific basis. 

Dr. J. Sheldon Clark presented his paper, “Further Experience 
with Rhino-Dacryocystostomy, with suggestions for Betterment 
in Technique.”” The interest evidenced in late years in lacrimal sac 
disease is remarkable. The number of operations and modifica- 
tions of operations is increasing yearly. The work of West prob- 
ably did more to stimulate interest in this field than that of any 
other observer. That his operation did not meet all requirements 
is shown by the many modifications now extant. Dr. Clark has 
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added what he considers a betterment in technique. To get that 
technique and the various advantages claimed for it by the author 
recourse must be had to his article and illustrations in full. In 
regard to lacrimal sac affections, the element of pessimism or 
skepticism will continually creep in. Even after well exe- 
cuted Toti, West, Clark and other operations, recurrence of 
symptoms or partial or complete failure occur, making one won- 
der if anything short of obliteration as practiced by Gifford, or 
extirpation as done by numerous surgeons, is worth while. And 
extirpation has its drawbacks also, for statements to the con- 
trary notwithstanding, an appreciable number of cases are fol- 
lowed by persistent epiphora. 

Dr. Will Walter read a paper on “Gas-Oxygen Analgesia in 
Eye, Ear, Nose and Throat Surgery,” with a demonstration of 
the apparatus. The author made it plain that analgesia and not 
anesthesia was meant. While the apparatus is no doubt of great 
assistance in ear, nose and throat work, the instances in which it 
would be used in eye surgery are comparatively infrequent. 
Mention was made of its being used in the office. While in the 
hands of oto-laryngologists this may find favor, the average ocu- 
list will probably hold, that any operation demanding a general 
anesthetic, even though it be used only for analgesia, had bet- 
ter be given in a hospital. 

Dr. F. W. Alter’s paper dealt with “Palpebral Syphilis, a 
Review with Case Reports.” The comparative rarity of the af- 
fection was mentioned, statistics showing that approximately 5 
per cent. of primary extragenital syphilitic infections are on the 
eyelids. Upon first thought it would seem that there could arise 
but little difficulty in differential diagnosis. Such, however, is 
not the case, as in many instances the infection was diagnosti- 
cated and treated as a hordeolum. The secondary manifesta- 
tions are very few, tertiary lesions being more frequently met 
with. A positive Wassermann and finding of the spirochaete 
clinch the diagnosis. Ulcer, induration and enlargement of the 
glands are concomitant symptoms of chancre of the lid as else- 
where; still these symptoms might occur in non-syphilitic lid af- 
fections ; hence the difficulty in diagnosis. 

Affections mentioned as giving rise to confusing symptoms 
were vaccine pustule, lupus, tuberculosis, hordeolum, chalazion 
and gumma. Diffuse tarsitis was said to be more readily recog- 
nized. 

Unfortunately the writer did not get the points brought out by 
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Dr. E. B. Heckel, who reported a case of Epibulbar Sarcoma; or 
Dr. Eflett’s paper dealing with “Intradural Tumor of the Optic 
Nerve.” 

Briefly Dr. Heckel presented a case report wherein a patient, 
treated in 1910, was cured and remained cured to the present 
time. Dr. Heckel’s therapeutic agent was the Roentgen ray, 
using a new technique. 

Dr. Ellett’s was also a case report of Intradural Tumor of the 
Optic Nerve in a child of three years. The symptoms were 
typical. Histological examination showed the hyperplastic tissue 
to be neuroglia, from which Ellett decided that the growth 
should be called a glioma or gliosis. 

“Ocular Study in a Case of Leontiasis Ossea,”’ by Dr. John 
Green, Jr., has been published in full in this Journal (October, 
1915). 

Dr. Jesse Wyler contributed an article on “The Use of Opto- 
chin in External Eye Diseases, Excluding Pneumococcic Infec- 
tions.” The results obtained by Dr. Wyler cannot be said to be 
flattering. Brilliant results he showed were wanting in ophthal- 
mia neonatorum. No benefit at all was apparent in interstitial 
keratitis and phlyctenular trouble, which is not surprising. 
Wyler mentioned one bad result in ophthalmia neonatorum, and 
he thought of the possibility of keratomalacia following the use 
of the drug. No attention was paid to affections such as ulcer 
due to the pneumococcus. The investigation was to determine 
the efficacy of the drug in a variety of other conditions, includ- 
ing ophthalmia neonatorum, trachoma, vernal cartarrh, interstitial 
keratitis and phlyctenular disease. The use of this drug along 
with other procedures is an instance of the trend of medical 
thought. It is not meant to criticize Dr. Wyler’s investigation, 
as he himself “damned with faint praise” the results obtained in 
non-pneumococcus cases. It instances, however, the dissatisfac- 
tion with old and present-day methods of handling such diseases 
as gonorrheeal ophthalmia, trachoma, spring catarrh, phlycteenu- 
lar disease, parenchymatous keratitis, glaucoma, obscure lesions 
of the uveal tract, etc. In our eagnerness to obtain something 
quicker and better, we reach out with avidity and grasp that 
which was latest heralded as a cure, a specific or a panacea, 
thereby often overstepping the bounds of logic and good judg- 
ment. It indicates an unrest, but a healthy unrest, an ambitious 
discontent. However we often find that we are following after 
false gods, and when the pendulum swings back to the normal we 
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are glad to return to the old and time-tried methods. But a few 
years ago we welcomed salvarsan as the long sought specific ; 
innumerable patients were positively assured that one to five 
shots of the drug and syphilis was permanently banished. Now 
that reason has returned an honest man would hardly have the 
temerity to repeat his earlier optimistic assurances, and mercury 
has again found favor. Likewise in the remedy for glaucoma, 
trephining found the center of the stage and the spot light, re- 
sulting in volumes being written and page after page of journals 
being filled with articles extolling its virtues and discreetly 
silent regarding its defects. As time went on late infections, 
hypotension, plugging of the opening and other complications 
became recorded, and many men are now questioning if the old 
Graefe iridectomy should be ruthlessly relegated to oblivion. 
And so it is with gonorrhceal ophthalmia and other diseases. 
The Stanculeanu clinic brought ethylhydrocuprein forward as a 
remedy. That some cases were benefited cannot be gainsaid. 
But some cases get along on almost any treatment and others 
badly on all treatments. Dr. Wyler has added something to the 
therapeusis of refractory diseases even though it be in a negative 
way. That he is not satisfied with optochin is patent, for he 
emphasized the need of further experimentation with the possi- 
bility of finding a safer and more rapid cure in Neisser infec- 
tions. 

Dr. E. L. Jones’ paper on “Massive Subconjunctival Injections 
of Mercury Cyanide in Dangerously Injured or Infected Eyes,” 
was a repetition of his earlier expressed views in treating dan- 
gerous or seemingly hopeless cases. He believes in one sledge 
hammer blow rather than numerous tack hammer strokes. No 
claim is made that any germicidal quality of the injection plays 
a part; but emphasis is laid upon the intense reaction which 
cpens up lymph spaces and brings reparative nutrition to the 
assailed part. But few men have the hardihood to use a 1 to 
1500 strength injection as Jones does. Some are opposed to 
Jones’ method without having tried it, others have been disap- 
pointed after one trial or scared off after one intense reaction, all 
of whom manifestly are not in a position to sit in judgment on 
the procedure. Still others have given it a pretty fair trial and 
have not been impressed with it possessing great advantages over 
other manner of treatment. Nevertheless cyanide injections 
have their place, and no doubt frequently turn the tide in an eye 
destined for destruction and save it to become a quiet and more 
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or less useful organ from an apparently hopeless and blind con- 
dition. Whether the strength used by Jones will have to be 
modified, time will determine. 

To the writer the article possessing the most compelling inter- 
est was that by Dr. Luther C. Peter, “Perimetric Studies of the 
Normal and Pathological Blind Spot of Marriotte.” A lately 
awakened interest in the subject may have to some extent in- 
fluenced the writer, but the clear and forcible presentation by the 
essayist was of paramount importance. His was not the ephem- 
eral and ebullient offering of a merely clever writer, but there 
was evidence of months and years of patient endeavor and close 
observation. The importance of changes in Marriotte’s spot is 
now being realized. The search for those changes is not always 
made even by very competent ophthalmologists. A pertinent 
statement was made at the Colorado Congress by one of Ameri- 
ca’s most noted ophthalmologists to the effect that if a busy man 
is compelled to do his own perimeter work, in the majority of 
cases it simply is not done. This is undoubtedly true, and when 
one reflects on the great importance of perimetric and scotomata 
observations, in the light of the newer ocular pathology, the 
failure to make those observations is all the more reprehensible. 
The recent studies concerning the accessory sinuses as etiological 
factors in eye diseases has caused renewed interest in the blind 
spot. The first consideration is to determine the normal limits 
of the blind spot. The size and situation must and does vary 
in individuals ; but Peter has found, as a result of his hand campi- 
meter studies at 16.5 cm. radius, that the average blind spot is 
7°-40' long and 5°-28' wide, and that the average distance of 
the macula from the center of the blind spot is 15°-49’, somewhat 
increased in myopia. The greatest normal variations are in the 
vertical diameter and in the distance from the macula. Other 
observers have stated that the normal ratio of length to breadth 
is as 6:4, that where this ratio is increased to 8:4 or 12:4, in the 
presence of conditions conducive to sympathetic ophthalmia, 
that sympathetic disease has supervened. It is of course the 
pathologic blind spot which most concerns us. Peter stated that 
this shows firstly a zone of qualitative color loss, secondly a rela- 
tive enlargement and eventually an absolute enlargement. Among 
the conditions producing an enlargement of the blind spot are 
congenital diseases, accessory sinus disease chiefly of the sphe- 
noid and ethmoid, in optic neuritis and choked disc, in choroidal 
and retinal disease, chronic nephritis, high myopia and commotio 
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retine. When this array of pathological conditions is considered 
one is impressed with the necessity of careful blind spot studies 
in a large proportion of cases in every-day practice. It is only 
in recent years that the role of the sinuses in producing ocular 
disturbance has been fully appreciated. Cases of atrophy, optic 
neuritis, choked disc, retinal hemorrhages, retro-bulbar neuritis, 
etc., formerly attributed to other causes, often syphilis, we now 
know to be frequently due to acessory sinus disease. The study 
of the blind spot has been and will be even more so in the future, 
a great aid in arriving at a diagnosis and in differentiating be- 
tween etiological factors where without its help fine distinctions 
would not and could not be made. Dr. Peter is to be com- 
mended for his clean cut and interesting presentation of the 
subject. 

“The Refraction of Myopes; an Inquiry into Current Ameri- 
can Methods,” by Dr. Emory Hill, was a well prepared and in- 
teresting paper even though bearing upon a well threshed out 
subject. Considerable discussion was elicited which at times 
drifted from the main topic. The paper revealed the extent to 
which cycloplegia is used in refraction in general and myopia in 
particular. The point was brought out that the myope needs a 
cycloplegic really more than the hyperope. There is little danger 
of overcorrecting a hyperope, but all are familiar with the fre- 
quency a myope is overcorrected. To assume that a myopic indi- 
vidual cannot or does not accommodate or have a spasm of ac- 
commodation is very erroneous. When astigmatism is present, 
and it generally is, spasm of accommodation is very apt to occur. 
Furthermore, if cycloplegia is used, quite a number of supposed 
simple myopic astigmatism cases will prove to be simple hyper- 
opic astigmatism. The answers to Dr. Hill’s questionnaire were 
varying in regard to the amount of correction given to myopes. 
The majority, however, correct low and medium errors fully. 
Some few correct full the higher degrees, but most men in high 
degrees give less than the full amount. It would seem that the 
age of the individual and state of the ciliary muscle, the uses to 
which the eyes are put and whether the patient has worn glasses 
previously or not, would be determining factors in deciding 
whether to prescribe the full or a lesser correction. A majority 
favor the constant use of glasses in myopia and myopic astigma- 
tism; a majority expect most of their myopic patients under the 
presbyopic age to wear one pair of glasses for all purposes. That 
the question of cycloplegics in refraction is not settled is a sur- 
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prise to many. When a hundred or more competent oculists get 
together and cannot agree as to the use of cycloplegics by what 
then are the less competent to be guided? Dr. Hill’s inquiry 
elicited the information that most oculists think that a full cor- 
rection of myopia under a cycloplegic is the surest and best pre- 
ventive of progressively increasing myopia. 

We are very apt to give little thought to such prosaic sup- 
posedly unimportant and uninteresting things as test letters. We 
think Snellen or John Green thought that all out for us. Pos- 
sibly they did, but they had no control over the numerous firms 
who put test cards on the market. Dr. Jackson made this appar- 
ently dry subject most interesting in his paper, “The Adaptation 
of the Test Card to Its Double Function.” The wide divergence 
in the size of letters put out by different firms and the poor selec- 
tion of letters with regard to their visibility or angle subtended 
by them would appear ludicrous were it not for its seriousness 
and scientific inexactness. One is moved to wonder how many 
men gave, like Dr. Jackson, the matter thought and attention. 
Dr. Jackson urges a standardization of the separate letters. Let- 
ters should be selected with a view to their visibility at a given 
distance rather than their size and that more judgment should 
be exercised in the selection of letters and pictures. 

Dr. W. B. Lancaster in “Subjective Tests for Astigmatism 
and the Technique of Their Employment,” reviewed the history 
of astigmatic tests. It is said that the camera does not lie; if 
so the lantern demonstration of the various astigmatic tests as 
depicted by a camera would make one a convert to Dr. Lancas- 
ter’s position even if one had differed with him before. He took 
up the clock dial figure with three lines running to the different 
hours and demonstrated why patients at times have difficulty in 
giving intelligent and accurate answers to inquiries. The lan- 
tern slides cleared up this point. Lancaster prefers a cross 
made of a single horizontal and vertical strip of narrow black 
velvet tape. This cross can be rotated to any desired axis. 
He claims for it simplicity and exactness. The advantages 
and disadvantages of subjective and objective tests were re- 
viewed. Both tests were deemed necessary. The greatest im- 
pediment to exact astigmatic tests is the accommodation. Lan- 
caster thinks it possible that an eye can correct an astigmatism 
by unequally contracting the ciliary muscle. 

Dr. Wendell Reber reported the ztiological findings in fifteen 
cases of iritis. The title of his paper was “The Laboratory Diag- 
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nosis of Iritis and the Exact Treatment Based Thereon, Includ- 
ing Bacterin Therapy.” The upshot of his paper was a lively 
discussion and the appointment of a committee consisting of Drs. 
Reber, W. b. Lancaster and John Green, Jr., to enlist volunteers 
to make a complete study of iritis cases with regard to xtiology, 
seeking by laboratory tests to determine the role of syphilis, 
gonorrhoea, tuberculosis, influenza, streptococcus, pneumococcus, 
and the three staphylococci. The old classification of lues 50 
per cent., rheumatism 25 per cent., gout, gonorrhcea, influenza, 
trauma and all other causes 25 per cent, is fast losing favor. 
Rheumatism has hardly a friend left. Rheumatism served as a 
convenient hook upon which to hang our diagnostic hat. With 
the advent of the Wassermann test the role of lues was definitely 
established; then we had the gonorrhoea fixation test, and now 
the laboratory has given us fixation tests for other micro-organ- 
isms, which tends to make more and more certain our etiologic 
diagnosis of iritis. The extent tuberculosis plays as an etiologi- 
cal factor is the most difficult to determine. It is to be hoped 
that by next year the committee will be able to give at least a 
preliminary report looking to an exact classification. The more 
exact our ztiologic diagnosis the more exact our therapeusis. 
Dr. Reber has high hopes that specific treatment in the way of 
bacterins will bring about speedier and more satisfactory cures. 

The third day of the convention was devoted to clinics. An 
all-day clinic was conducted at the Cook County Hospital, where 
a large number of patients were prepared for examination 
ophthalmoscopically and numerous operations done. As is 
usual in such cases, the crowd of onlookers was so large that op- 
erators and assistants had to work at a disadvantage and com- 
paratively few visitors saw anything or saw it well. The best 
time to view operative work in Chicago is not during a conven- 
tion. 
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GONORRHOIC IRITIS.* 
(A collective report from literature. ) 


By EuGcen Keppter, M.D., 
Assistant in Professor Schleich’s Eye Clinic at Tuebingen. 


The history of gonorrhoic iritis is not very old. Recently 
Cridland pointed out that St. Yves (1722) had for the first time 
spoken of a relation between eye diseases and specific urethritis. 
According to Hirschberg the word iritis for designating an in- 
flammation of the iris was introduced by I. A. Schmid at Vienna 
(1801). The relations of iritis to gonorrhcea have not been 
recognized till later. Thus Lawrence in his “Treatise on the 
venereal diseases of the eye” speaks of the influence of gonor- 
rheea on the iris (Hutchinson?*). Brodie describes the case of 
a patient with gonorrhoic ophthalmia as follows: “The inflam- 
mation was seated in the proper tunics of the eye; and it ap- 
peared probable that it would speedily have terminated in ad- 
hesions of the iris and destruction of the power of vision if its 
progress had not been arrested by repeated blood lettings and 
the use of mercury” (Beaumont*). Further Vetch (1820) in 
“Practical Treatise on the Diseases of the Eye” writes of a pa- 
tient who suffered two attacks of scleroiritis in connection with 
gonorrheea and articular rheumatism. (Hutchinson.2*) In 1840 
Tyrell says in “Practical Work on the Diseases of the Eye’ con- 
cerning iritis in connection with gonorrhcea: “Some of the most 
obstinate forms of this disease which I have witnessed have been 
connected with the constitutional taint which has originated in 
gonorrhoea”. (Hutchinson.’* ) 

But, as far as I know, only after Mackenzie*? had described 
gonorrhoic iritis more in detail (Practical Treatise on the Dis- 
eases of the Eye, 4th edition, 1854) thjs disease picture was 
described more often. Rollet in 1858 counts it among the fre- 
quent symptoms of gonorrhoic rheumatism. Galezowski!® in 
1867 goes so far as to insisting the so-called rheumatic iritis 
would on closer attention to the anamnesis be found to be gon- 
orrhoic. There now follows reports on gonorrhoic iritis by 
Wells 1870, Koeniger,?! 1872; Hutchinson,?* 1873; Gosslin,!% 
1874; Higgens,?” 1874; Knapp,?? 1878; Horstmann,”° 1887 ; Cols- 
mann,® 1882; Rueckert,*? 1886; Despagnet, !°!! 1888; Morax,*! 
1893 ;+ Zimmermann,® 1865; Nobel,## and Rauschenbach,‘” 
1894; and many others. 


*Klin. Mtsbl. f. Augenhlk., v. LIV. p. 307. 
+Two cases reported in 1893 by the Translator were evidently over- 
looked by the reporter. 
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In Germany Foerster'+ in the first edition of the Graefe- 
Saemisch Encyclopedia of Ophthalmology drew attention to 
gonorrhoic iritis and recently Groenouw? in the second edition 
of this work; however, he does not bring anything materially 
new. He states “that special characteristic symptoms by which 
the gonorrhoic iritis could be recognized, do not exist.” We find 
furthermore that the text-books of Fuchs,!5 Zehender,®+ Knies,?° 
Brailey and Stephenson,> Schmidt-Rimpler,5!}52 
Still,>> Vossius,°° Schwarz,5° Vennemann,*? Parsons,4® and of 
others discuss this disease. 

In 1895 Lipski?? published six new cases, besides those of 
Zimmermann, Morax, Despagnet, Rueckert and Mengin. At 
the British Ophthalmological Congress Griffith,?! 1899, spoke of 
gonorrhoea as etiology of iritis. After the observations of Del 
Castillo,’ Greeff,?° 1901; Kucharewsky,*> 1901; Apetz,! 1903; 
Lehmann,*> 1904, reports seven typical cases of gonorrhoic iritis 
and adds the description of further three cases in which articular 
affection, as they are demanded by the authors, were wanting. 
In the following year in which Galezowski!*® published new cases, 
De Lapersonne thought that the question, “Is there a gonorrhoic 
iritis?” had to be decided in the negative. In 1906 Ullmann 
wants to see the term gonorrhoismus introduced for the cases of 
gonorrhoic general infection to which those with iritis also be- 
long. New cases were reported by Galezowski,'® 1905; Baylac 
la Rochelle? 1905; Beaumont,* 1908; Le Roux,*? 1908. Heer- 
fordt,25 1909; Bach,? 1912; Mosso,** 1902. Like Foerster and 
Groenouw, Krueckmann*? finds in 1908 that gonorrhoic iritis 
shows no material differences from the rheumatic forms and says 
that we must think of the gonorrhoic ztiology when in an iritis 
which appears to be rheumatic there is a small hypopyon. 

In 1910 Hamon** in his paper, “Iritis blennorrhagique,” 
brought a comprehensive picture of this disease with new cases. 
In 1911 Sidler*5 brought the proof which had been demanded 
by all authors since Neisser’s discovery of the gonococcus, by 
demonstrating the gonococcus in the aqueous humor. In 1912 
Butler® reported on the good results in the treatment of gonor- 
rhoic iritis by means of antigonococcic serum. In the same year 
Schumway reported good results from gonococcic vaccine. 
Finally in 1913 Cridland’s? exhaustive paper appeared in which 
this modern specific therapy is included. 

When we scan the papers of these authors as to the etiology 
of this iritis we find that in all cases the iritis followed a gonor- 
rheea. How this iritis depends on a gonorrhoea, how to explain 
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the link between gonorrheea and iritis, there is a great difference 
of opinion. 

The picture of gonorrhoic iritis had hardly been accepted when 
there were, as Koeniger*! reports, not wanting those who, based 
on the rare occurrence of gonorrhoic rheumatism as well as of the 
gonorrhoic iritis itself, denied its existence and assumed only an 
accidental coincidence of gonorrheea and rheumatism and the eye 
affection in the cases reported. Among others (Gueneau de 
Mussy, Tarnowski) Thiry tried to uphold this view with vigor. 
Swediaur tried to deny the specificity of gonorrhcea itself, since 
he had experimentally succeeded to produce an urethritis by in- 
jecting ammonia into the urethra which was complicated with 
orchitis and hydrarthron of the knee. And Panas*> writes, the 
question is whether we have to deal with a true gonorrhoic in- 
fection or with a common chronic rheumatism which in predis- 
posed individuals is ushered in by the urethritis. The presence 
of gonococci which seem to prove an infectious agent is said to 
lose its significance since they were found in the healthy ure- 
thra. In most recent times the negative results of the bacterio- 
logical examinations of De Lapersonne led him to deny the exist- 
ence of a gonorrhoic iritis. He says, “The etiological results 
of my examinations, the clinical and the bacteriological ones, do 
not furnish an irrefutable proof, so that we might be satisfied 
with the simple thought that an infectious agent or its toxins 
act on the inner tissues of the eye and always produce the same 
damage, which, perhaps, is modified by the general condition of 
the individual or previous affections of the diseased eye.” 
“Does it not seem extraordinary that this microbie agent (in the 
chronic form of gonorrhcea) possesses sufficient virulence to in- 
fect at a great distance organs like the eye or the joints while at 
the same time the virulence is not sufficient to infect the whole 
mucosa which from its structure possesses such a great receptiv- 
ity for the same micro-organism.” He points out that the bac- 
teriological examinations have failed and that what was con- 
sidered to be due to the influence of gonorrhoic toxins is merely 
a hypothesis. He concludes, “We see that at this time it is diffi- 
cult to assume a direct influence of the gonococcus on the iris 
and that we have the right to doubt the existence of the so-called 
gonorrhoic iritis.” 

In former times it was thought, that iritis might also develop 
by reflex action. Thus, Koerner*! reports: “After Eisenmann 
had given up the explanation by metastasis, he assumed a reflex 
action of the irritated urethra, which might easily result, espec- 
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ially when the region around the neck of the bladder near the 
ductus ejaculatorii is affected. Rollet’s opinion is very similar ; 
Charles Mauriac speaks of reflex neurosis. It is an interesting 
fact, affirmed on many sides, that rheumatic articular affections 
have been produced in the same manner as gonorrhoic rheuma- 
tism by irritation of the urethra by catheters and bougies.” This 
fact would undoubtedly be better explained by new ports of en- 
trance for the gonococci into the body having been made by these 
instruments. The present view is given by Ullmann*® in his 
paper on gonorrhoismus. He says: “A post-gonorrhoic retlec- 
tory irritation of the eye, as was assumed some fifteen or twenty 
years ago, after encheireses in the urethra, can to-day no longer 
be thought of.” 

Most authors assume a close connection between gonorrhoea 
and iritis, because since Lawrence’s patients have again and 
again stated that they had contracted a gonorrhoea which was 
followed by iritis after a varying time had elapsed. Most re- 
ports state that iritis was preceded by gonorrhoic rheumatic in- 
flammations of the joints, most frequently of the knees. In 
order to explain such an iritis Lorrain and Pidoux Féréol as- 
sume a gonorrhoic diathesis in proof of which they point to the 
development of anemia, herpetic and other symptoms which 
they believe to have seen in gonorrhoics (Koenigsburger*'). 
Aside from these most writers share Lehmann’s*> opinion, who 
reported in 1904 seven certain cases of gonorrhoic iritis and 
adds: “In these the iritis has appeared as a part of a gonorrhoic 
general infection which was characterized by its most frequent 
and best known symptom, the specific articular rheumatism. We 
may assume with certainty that this articular rheumatism was of 
gonorrhoic origin, since it came on immediately after a recent, or 
during a chronic gonorrhcea with demonstrable gonococci in 
patients who previously had never suffered from rheumatism.” 
Different explanations have been offered for the relative infre- 
quency of general gonorrhoic infections when considering the 
great frequency of gonorrhcea. Among others Ullmann®® states 
in his paper on gonorrhoismus: “For its development a certain 
individual predisposition is evidently necessary. This may as 
stated by Finger in 1900, and by Tomaselli, Balzer, Lesser and 
Ward, consist in part of a local disposition of the mucous epithe- 
lium and the vascular network of the prostata, bladder and ure- 
thra which favor an easy penetration of the virus into the blood 
stream and which, we may well assume, further or favor, also, 
lesions of vascular regions of serous membranes, of the eye, the 
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joints. This is seen, also, in an inability of the virus and its 
toxins to burn up in the blood current as Tommasoli states, who 
adds that such individuals suffer, also, at other times easily from 
rheumatic symptoms, articular swellings, etc., often before each 
gonorrheea and often long after.” 

The connection with joint affections is mentioned by every 
author ; this coincidence with joint affections is so frequent that 
von Graefe asserts that the gonorrhoic iritis is only found ac- 
companied by rheumatic affections (Koeniger*!). DeWecker,°” 
too, says: “We never see an iritis following a urethritis unless 
previously a joint has been the seat of rheumatism.” The tend- 
ency of the localization of the gonorrhcea in the anterior part of 
the eye and in the kneejoint he seeks to explain by an identity in 
anatomical disposition which may be furnished by the structure 
and the distribution of the different vessels (blood and lymph 
vessels) (DeWecker®). 

On the other hand Ricord does not think a previous joint af- 
fection absolutely necessary and Galeszowski!’ writes: “Gonor- 
rhoic iritis may appear in the course of a gonorrhoic arthritis. 
It may, however, appear independent of joint affections.” Leh- 
mann,*> also, reports the histories of three patients in which 
several tiines an iritis sometimes with affection of other parts of 
the eye appeared after an acute urethral gonorrhoea, or at least 
after an acute catarrh of the bladder on a gonorrhoic basis, and 
in which the joints had not been affected previously. “This 
wonderful parallel course of the two diseases, no other ztiology 
for the later one having been found, in three cases I can no 
longer look upon as a peculiar play of nature, but I can explain 
it only by assuming an inner connection between the two and 
seeing in these diseases gonorrhoic metastases although there 
were no other signs of a general gonorrhoic infection. In the 
second case only, and this happened only shortly before the 
third attack of iritis, did rheumatic symptoms appear, which 
probably could be explained the easiest as being gonorrhoic ; 
thus this case may form, so to speak, a link of transition to the 
series in which joint affections do not show in spite of a general 
infection.” 

Since, however, in the majority of cases joint affections pre- 
cede the iritis, a different diagnosis between rheumatic and gonor- 
rhoic arthritis cannot always be made easily. Some authors main- 
tain that the gonorrhoea acts only as a provoking agent either 
of the joint affection and the iritis or of the iritis alone in indi- 
viduals with a rheumatic constitution. Of this constitution Mac- 
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kenzie*? writes: “The patients who were observed to be attacked 
by gonorrhoic synovitis and iritis, were usually young men of a 
scrophulous constitution who led a hard life and had carelessly 
exposed themselves to cold.” Despagnet,!®!! too, reports of his 
cases of gonorrhoic iritis that they lived under unfavorable 
hygienic conditions. Vennemann*? in describing gonorrhoic 
iritis says: “Rheumatism and diabetes favor the spreading of the 
gonorrhoic infection ; however, not on account of an alteration of 
the fluids of the body in the sense that thereby the specific growth 
of the miscrobes is enhanced; it is rather the coincidence of two 
disease diatheses which brings about an inflammatory infection 
in a rheumatic.” And Baylac la Rochelle’ says: “In our patient 
heredity had evidently produced a ground favorable .for such af- 
fections, since father and uncle had succumbed to rheumatism.” 

The great progress in bacteriology promised to bring light, 
also, in the question of gonorrhoic iritis. Hunting for the gon- 
ococcus in all inflammatory foci assigned to it, it was found a 
few times; however, most of the results of examination for the 
presence of the gonococcus remained negative. Thus van Moll, 
who examined six cases of metastatic gonorrhoic conjunctivitis 
very carefully, found the gonococcus only once and the staphylo- 
coccus almost every time. In the same way Morax found the 
gonococcus only once in eleven cases. Van Moll concludes from 
this: “The metastasis may depend on the gonococcus, but its 
cause is more often the staphylococcus and frequently other path- 
ogenic microbes.” (Hamon.*+) Lehmann,°> also, says that the 
opinion is well supported that the metastatic gonorrhoic iritis is 
due to the presence of other bacteria whose entrance into the 
body has been made possible by the gonorrhcea. De Lapersonne, 
also, mentions this opinion. Péchin believes that the action of 
the gonorrhoea is to bring about the development of an old in- 
fection by non-specific microbes. 

With the negative results of the bateriological examinations 
the explanation was thought to lie in the bacterial toxins. “Every 
iritis, except those due to a local eye infection, is due to the local- 
ization in the iris of a causative agent which has been formed in 
the body. Without attempting to characterize this agent accur- 
ately (microbic toxin, microbes, endogenous or exogenous toxic 
products), we can maintain that they are dependent on a general 
affection. To say it in a few words the iritis is the localization of 
a general disease in the iris,’ Terrien writes, who has also 
studied the blood in gonorrhoic iritis. He found the non-leutic 
iritis, which comes on during the course of the receding of an 
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acute infection, has a blood formula which is characterized by 
a normal number of erythrocytes and a noticeable leucocytosis ; 
the leucocytes have among themselves retained their normal pro- 
portion ; if this is disturbed it is by a polynucleosis. If the iritis 
is a gonorrhoic one, the gonorrhcea must have become a general 
infection; this may happen without the gonococci getting them- 
selves into the blood, it is sufficient that their toxins get there 
and swamp the whole organism. The idea of a poisoning of the 
blood we find already expressed by Mackenzie, who thinks that 
in gonorrheea the discharge from the urethra acts like a poison 
which infects the blood. Pichard, also, assumes a low grade 
infection of the blood by the gonorrhoic virus. Morax and 
Elmassian made very interesting experiments on the action of 
the gonococcus toxins and arrived at the following conclusions: 
The inflammation exciting action of the gonococcus on the 
mucous membranes is dependent on the presence of a soluble 
product which is contained in the body of the bacterium but 
which, also, diffuses into the culture medium. This inflamma- 
tion exciting substance is not or little changed by a temperature 
of 100 degrees, but destroyed by 115 degrees (Hamon?*). 


(To be Concluded, with References, in December Number.) 


NEWS. 


Applications may now be made for the fellowship in eye, ear, 
nose and throat at the University of Minnesota. The appoint- 
ment is soon to be made of an additional “Fellow”. This posi- 
tion covers a period of three years, during which the student de- 
votes his entire time to the preparation as a specialist in eye, ear, 
nose and throat, taking courses in laboratory and _ clinical 
branches that are offered, and serving as an assistant in the clinic. 
At the expiration of the three years service and satisfactory 
work the degree Doctor of Science (in Ophthalmology and Oto- 
Laryngology) is granted. The fellowship carries with it an 
honorarium of $500 the first year, $750 the second year and 
$1000 the third year. Requirements for admission are limited 
to those who have a Bachelor's degree or its equivalent, as well 
as the degree of Doctor of Medicine from an acceptable insti- 
tution, with one year’s experience as an interne in a hospital of 
recognized standard or its equivalent. Applications should be 
made to Dr. Frank C. Todd, Chief of the Division of Eye, Ear, 
Nose and Throat, or to Dean Daniel Ford of the Graduate De- 
partment of the University of Minnesota. 


MEDICAL SOCIETIES. 


AMERICAN OPHTHALMOLOGICAL SOCIETY. 


Fifty-First Annual Meeting, at New London, Connecticut, 
July 7th and 8th, 1915. 


Dr. G. E. de Schweinitz in the chair. 
Reported by Miss Lulu Gay. 


( Concluded.) 


Colloid Degeneration of the Upper Eyelid—By Arthur J. Bedell, 
M.D., Albany, N. Y. 

A male, aged forty-eight. noticed progressive enlargement of 

the left upper eyelid for many months. The mass was removed 
and proved to be colloid. 


Note of a Case of Epibulbar Sarcoma.—By Howard F. Hansell, 
M.D., Philadelphia.* 

The tumor was the size of a marble, round, covered by loosely 
attached conjunctiva, and not only adherent in the center of its 
base, but amalgamated with the sclera. In excising the growth, 
the underlying sclera was perforated. Healing followed prompt- 
ly. Microscopic examination showed the tumor to be a round- 
celled sarcoma. 


Multiple Melanotic Nevi of Conjunctiva, with Malignant Inva- 
sion of Corneal Limbus—By F. P. Capron, M.D., Provi- 
dence, R. I. 

The patient was forty-one years of age, when first examined 
for glasses. At that time, peculiar pigment deposits on the pal- 
pebral and scleral conjunctiva were noted, but the absence of 
any disturbance and the fact of their presence for many 
years served to allay any suspicion of future trouble. About 
one year later, while in Europe, a tumor developed from one of 
the spots in the lower lid. Removal and examination showed 
it to be a melanosarcoma. Uneventful healing followed, and 
there was no further cause of complaint for more than two 
years, when ulceration of the cornea developed, eventually re- 
sulting in a malignant growth, necessitating enucleation. 


*Read by title. 
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DISCUSSION. 


Dr. de Schweinitz: I had the pleasure of seeing this patient. I 
submitted the history that Dr. Capron has read to two of the 
best radium experts in the country, and asked them whether they 
would consider it justifiable to use radium or believed it better 
to have the eye enucleated. Both the experts believed the pro- 
cedure that was followed to be the one justified; and that it has 
been justified is shown by the paper. It is difficult to know 
whether it is wise or not to employ radium in cases of these 
small growths. 


Report of Two Cases of Metastatic Carcinoma of the Choroid 
and a Case of Myxosarcoma of the Orbit—By John E. 
Weeks, M.D., New York. ; 


The first case was one of metastatic carcinoma of the choroid 
in a woman of sixty-four, who had been operated on two years 
and a half before for carcinoma of the breast, in which there 
had been some slight signs of recurrence. When seen, there 
was a slight detachment of the retina of the right eye and a 
vision, with correction of the error of refraction, of 20/40. 
This gradually became less. The patient had no pain. Enuclea- 
tion was not advised at first; although a diagnosis of intraocu- 
lar neoplasm, probably metatastic carcinoma, was made; because 
it was felt that if it were a metastatic carcinoma, the operation 
would not prolong life. The vision went down to 20/50 later, 
there was some pain, and the detachment of the retina increased. 
Enucleation was done, and microscopic examination showed the 
growth to be a carinoma. Healing proceeded slowly, but fa- 
vorably. The patient’s condition is now excellent, except for a 
very slight advance in the growth of the nodules at the side of 
the wound in the breast. 

The second case was in a woman forty-six years of age, with 
greatly reduced vision and detachment of the retina of the right 
eye. A brownish mass could be detected beneath the retina. 
There was no pain, but some injection of the conjunctiva. There 
was no history of a neoplasm in any other part of the body. A 
diagnosis of intraocular neoplasm was made, and enucleation 
performed, which was followed by uneventful healing. Micro- 
scopic examination showed the growth to be a carcinoma; and 
it was a mystery how such a growth could have appeared in this 
situation without any appreciable carcinoma in some other part 
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of the body. The mystery was explained three months later, 
when the patient died and autopsy revealed carcinoma of the 
right lung. 

The third case was in a boy of six and a half years. The 
outer margins of the upper lid of the right eye were swollen, 
but not tender. The swelling had gradually increased, causing 
drooping of the lid, and pushing the eyeball downward and 
slightly forward. The swelling felt like a tense abscess; but it 
had been incised three weeks before, and no pus had been ob- 
tained. After admission to the hospital, the child developed 
measles ; and when he had recovered, it was found that the swell- 
ing had markedly increased. The entire mass was removed to 
the apex of the orbit, together with the periosteum and as much 
of the tissue of the eyelids as was involved. A very small 
amount of tissue, however, was left at the very apex of the 
orbit. Healing progressed satisfactorily, and the granulating 
surface was later covered with Thiersch grafts. The surface, 
with the exception of a very small area, was soon dermatized. 
The boy gained in weight and improved greatly for a time; but 
later, became depressed and lost weight. There is now a small 
nodule at the apex of the orbit, evidently indicating a recurrence. 
Microscopic examination showed the growth to be a myxosar- 
coma. Recurrence has been reported in about two-thirds of the 
cases of myxosarcoma, and a fatal issue in about the same pro- 
portion. 


DISCUSSION, 


Dr. C. H. May, New York, N. Y.: I wish to say a word about 
the first case. The patient was seen by me, and it was impossi- 
ble to say whether the growth was a metastatic carcinoma in a 
person who had had carcinoma of the breast, or a sarcoma, which 
it might have been. I sent the patient in consultation to Dr. Cal- 
lan, who agreed with me that although there might be no danger 
in waiting, it was wiser to remove the eyeball. 

Dr. S. C. Maxson, Utica, N. Y.: I think that it is important, 
in cases of sarcoma of the choroid to perform a radical opera- 
tion early. I saw such a case in a woman of about sixty years 
of age. She was suffering severely with pain, and I advised 
enucleation. We found a sarcoma of the choroid, without any 
question. She had no other trouble. There was no malignant 
history, nor any subsequent history of malignant difficulty. 
Four years later, during the present season, I examined her 
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again; and she is entirely free from any return of the growth. 
I believe that the enucleation was absolutely necessary. I re- 
ported another case in a new-born infant. When I arrived at 
the hospital, about two hours after the birth of the child, I 
found absolute exophthalmos. I was unable to restore the eye 
to its proper position, and found that the orbit was occupied by 
a tumor. On examination, we found sixty different growths on 
the body of that child. It lived four or five days. This is the 
only case of that kind that I know of at that age. 


A Case of Primary Intradural Tumor of the Optic Nerve—By 
Arnold Knapp, M.D., New York. 


The growth appeared in a boy aged nine, with the typical 
clinical history. Successful removal by the Krénlein method 
was performed, with preservation of the eyeball. Unusual be- 
havior of the retinal circulation after operation was noted. 
The tumor was microscopically a gliomyxoma. Except for a 
dilated pupil, the eye to external appearances is normal. 


A Case of Primary Intradural Tumor of the Optic Nerve—By 
Charles R. Heed, M.D., Philadelphia. 


The patient is a girl, aged eleven years. One year ago, shortly 
after vaccination the left eye became prominent. The general 
health of the child had always been good; had never had the 
common diseases of childhood. The examination showed the 
eye to be proptosed approximately 2 cm. Upward rotations were 
absent, but there was slight rotation outward and fairly good 
below and inward. The disc was atrophic, and numerous white 
spots of absorption appeared throughout the fundus, with a star- 
shaped formation in the macular region. An exploratory in- 
cision disclosed a large tumor extending back to the optic fora- 
men and so completely filling the orbit that removal of the eye- 
ball was considered abvisable. 


A Contribution to the Subject of Tumors of the Eye, Eyelid, and 
Orbit—By G. E. de Schweinitz, M.D., Philadelphia. 


Case 1—My.rosarcoma of the Right Eyelid of Unusual Size. 
—This developed in four months from a small growth on the 
under surface of the eyelid, which gave the appearance of a hem- 
atoma, reached a size 10 by 8 by 6 cm., and attained a weight of 
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247 grams. Operation was declined, and the growth removed 
after the child’s death. In general terms it consisted of pure 
myxomatous tissue, together with a small spindle-celled sarcoma. 

Case 2.—Smail Round-celled Sarcoma of the Orbit.—This 
occurred in a woman, aged forty-nine years who, five years prior 
to her examination, had noted a slight downward deviation of 
the left eye, followed by gradually increasing proptosis. The or- 
bital growth developed slowly for four years, but very rapidly in 
six months prior to its removal. The eyelids and the protruded 
eyeball were covered with very large, tortuous bloodvessels. 
Exposure keratitis developed, and sloughing of the cornea began. 
It was only when these symptoms appeared that operation was 
permitted, which consisted of an entire evisceration of the or- 
bit, the growth proving to be a small round-celled sarcoma. 
Seven months afterward there were no signs of recurrence. 

Case 3.—l inal History of an Intradural Tumor (Psammo- 
endothelioma) of the Optic Nerve-——This was in a girl, aged 
fourteen, with slowly increasing exophthalmos, which had ex- 
isted for a couple of years. The optic nerve was entirely atrophic, 
without signs of preceding neuritis. For a period of time, op- 
eration was declined, but on account of ever-increasing deep- 
seated orbital pain, was finally permitted. It was impossible to 
remove the growth without the eyeball, to which it was densely 
attached. It was a pear-shaped mass, and presented the his- 
tologic picture of a psammomatous endothelioma. The sections 
illustrate the development of the psammoma bodies and their 
relation to small blood-vessels,..In less than half a year there 
was recurrence of the growth in the orbit, which became densely 
packed with hard, almost cartilaginous, masses. Complete evis- 
ceration was performed, and the same character of growth as 
previously described was found. Recently, although there ap- 
pears to be no definite recurrence within the orbital cavity ex- 
cept in one spot, the patient has had many attacks of explosive 
vomiting, suggesting the probability of recurrence within the 
cranial cavity. 

Case 4.—Epibulbar Lipoma.—tThis occurred in a woman, 
aged forty-one years. The growth was noticed first when the 
patient was three months old, and was a small, yellowish-white 
tumor at the upper and outer portion of the eyeball. The patient 
declares that in the last six months the growth has rapidly in- 
creased in size, so that at the time of its removal the mass cov- 
ered the upper and outer portion of the eyeball, reaching almost 
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to the edge of the cornea, and extending far backward, envel- 
oped by conjunctiva and a somewhat imperfect capsule. The 
chief interest is its unusual size. Microscopically, it consisted 
almost entirely of fatty tissue. 


DISCUSSION. 


Dr. W. H. Carmalt, New Haven, Conn.: I wish to speak of 
the apparent success of the operation. It is too early yet to 
speak of this success as positive. I speak of this because some 
tinie in the 60's, it must have been, I removed a glioma of the 
retina in a child. With the idea of preventing a local recur- 
rence, I removed fully an inch of the optic nerve along with the 
tumor. In the course of a few weeks, the tumor recurred in the 
stump of the optic nerve; and the child died, a few weeks later, 
of brain tumor. Dr. Knapp did not remove the whole mass, 
but a portion remained at the end of the optic nerve. I hope 
there may be no recurrence, but I rather doubt it. 

Dr. Weeks: I was interested in the case of epibulbar lipoma. 
These growths are very rare, but we find more or less lipoma- 
tous tissue in the fibrous mass that grows in this region. I have 
recently removed a mass of tissue, a part of which was fibrous, 
but the greater mass of which was fatty, or lipomatous, tissue. 

Dr. Marple: Dr. de Schweinitz said that during the last six 
months, in the case of lipoma, the growth had not increased in 
size. I should like to know whether he has had it under obser- 
_ vation long enough to know. 

Dr. de Schweinitz: No, it has not been. There is another 
tumor which does not belong to the series, because it has already 
been reported. That tumor was composed of neurogliar tissue. 
That operation has been done six or seven years ago. There 
has been no recurrence in the child and no intracranial in- 
volvement. As Dr. Carmalt has pointed out the boy is not 
safe yet. I do not think he is safe now; but this is the longest 
time that has elapsed since the removal. 


Hereditary Posterior Polar Cataract, with Report of a Pedigree. 
—bBy S. Lewis Ziegler, M.D., and J. Milton Griscom, M.D., 
Philadelphia. 


The paper presented concerns the history of a family of 79 
members, extending over four generations, in which there oc- 
cur 24 cases of congenital cataract, nearly all of which were of 
the posterior polar type. Various theories have been advanced 
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concerning the underlying causes of congenital lenticular defects 
in general, and posterior polar opacities in particular. 


DISCUSSION, 


Dr. S. Lewis Ziegler: Some of the questions involved are dif- 
cult of solution; but I think that it is possible to favor, to a cer- 
tain extent, the hypothesis of an underlying organic lesion that 
has some influence on either the internal secretions or the lymph 
secretion, and creates a perversion of the chemical nature of 
these secretions. There is certainly a very pronounced tendency 
toward the hereditary side of the question. In regard to the 
infection of one of the cases, it occurred some days after the 
operation, and was not an immediate effect of that procedure. 


Family Degeneration of the Macula Lutea—By Brown Pusey, 
M.D., Chicago, Ill. 


Medical literature contains records of observation of six fam- 
ilies in which two or more members of the same family have 
been afflicted with lesions of the macula, with onset at about the 
thirteenth year, without known cause or suggested pathology, 
and without general lesions. 

This is the report of another such family. In this family 
several members suffer from cardiac attacks. These attacks and 
the ophthalmoscope picture suggest that the macular lesion in 
this family affliction is due to arteriosclerosis. 


DISCUSSION, 


Dr. Weeks: I should like to ask Dr. Pusey where he places the 
defect in the arterial system. It would seem to me that this is a 
picture of the degeneration that takes place when the capillaries 
of the choroid particularly are involved in the process. 

Dr. Wilder: I should like to know whether Dr. Pusey found 
any evidence of sclerosis of the retinal vessels. 

Dr. Pusey: I would say that the pathology here is an arterio- 
sclerosis of the terminal branches of the macular region. There 
was no sign of disturbance in the choroid. I think that the 
pathology is purely limited to the retina. As to signs of arterio- 
sclerosis, there were none in the large blood-vessels of the retina. 


A Case of Retinitis with Massive Exudation—By William 
Zentmayer, M.D., Philadelphia. 

The patient is an Italian boy, aged nine years. No definite 

history of the case was obtainable. The right eye shows dust- 
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like vitreous opacities. An opaque, dense, white, prominent 
mass, extends from the anterior portion of the fundus, as far 
forward as can be viewed, up to and almost completely sur- 
rounding the papilla, and outward almost to the macula. The sur- 
face of the inferior mass is undulating. The margins of the 
mass merge into the uninvolved retina by a fringe of coalescent 
areas of apparently degenerated tissue. Similar lesions are 
scattered throughout the fundus. In the left eye, the retina is 
detached in lobulated areas, extending from the papilla forward 
to the lens. The surface of the retina is gray, and in places 
flaky. Over the most prominent part are hemorrhages. The 
detachment is not serous. No etiologic factor has been discov- 
ered. Treatment has been without result. 


DISCUSSION. 


Dr. Ring: I should like to place on record the case of a girl of 
twenty-two, who has an absolutely normal right eye and an abso- 
lutely negative personal and family history, barring the exist- 
ence of this condition in the left eye and a slight enlargement of 
one of the cervical glands. She is negative to all types of ex- 
amination, looks perfectly well, and has apparently a nofmal eye, 
but with a large massive exudation beginning on the nasal side, 
extending from there and involving most of the interior of the 
eyeball. There are three large masses of this exudate, from 
which are suspended thread-like filaments. The case has re- 
sisted treatment, and has remained for a year in practically the 
same condition. 

Dr. Mittendorf: I should like to speak of a young lady, the 
picture of the fundus of whose eye reminds me of the picture 
Dr. Zentmayer has shown here. This was also evidently caused 
by hemorrhages, which began to cicatrize; and eventually the 
whole retina became almost one mass of organized tissue. The 
lens finally became affected and grew opaque. Otherwise, the 
girl enjoys good health. All tuberculin and other tests have been 
negative, and I suppose it is one of the few cases of profuse 
hemorrhage that we sometimes find in young girls at the age 
of puberty. 


Spontaneous Reattachment of the Retina, with Report of a 
Case—By A. Edward Davis, M.D., New York. 
The patient, a man, aged thirty-six years; was first seen when 
eighteen years of age with detachment of the lower half of the 
left retina, +9D. at highest point. Vision equalled fingers in 
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the lower part of the field only. A history of a fall from a car- 
riage when a child was given. The patient was tall, thin, and 
much below weight for his height. After two years on general 
tonics without improvement in his general condition, he was 
sent to the country, where he gained 15 pounds the first year. 
During eleven years the detached retina neither increased nor 
decreased. He was not seen again for seven years, when the 
retina was found to be completely reattached. The patient’s 
general condition had greatly improved by country life, although 
he had had a latent tubercular focus in the left apex for six 
years. He has had one sister to die of consumption. 

The question is, did he manufacture antitoxins in sufficient 
quantity to cure the detachment, assuming it to have been of 
tubercular origin? No local treatment was given; only general 
tonics and country air. 


DISCUSSION, 


Dr. T. Y. Sutphen, Newark, N. J.: It is my personal conviction 
that reattachment of the retina is dependent upon an existing 
adhesive condition of either the choroid or the retina. The 
membranes must adhere and must remain in apposition for a 
certain length of time, to become permanently adhesive. In this 
way, it seems to me, can be explained the cases of spontaneous 
reattachment, in the earlier stages of this condition, as well as 
those resulting from operative interference. I cannot help be- 
lieving that there is a stage of more or less adhesive tendency 
in all cases of detachment of the retina. In a case of complete 
detachment that I operated upon by scleral puncture, many years 
ago, in which good vision was retained for twenty years (until 
the man died), I have always felt that either the psychological 
moment was struck for an adhesive inflammation, or this con- 
dition was caused by the operative interference; and so I would 
naturally judge that Dr. Davis’s case found the psychological 
moment of stickiness, either through some tubercular process or 
otherwise. 

Dr. Arthur J. Bedell, Albany, N. Y.: I should like to cite a 
case, to put it on record: Mrs. H. M., aged 37, was first seen 
September 6, 1900, the vision of the right eye then being 6/300; 
and of the left 20/30. One year later from the right eye a cat- 
aract was removed. Two weeks later, a V-shaped capsulotomy 
was performed; and the glasses were finally ordered thirty days 
after operation, a +13 giving 30/15+. On September 24, 1912, 
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the left lens was removed; later, with a +12, the vision was 
20/15+. Everything progressed nicely until August 7, 1914, when 
the patient came complaining that for the past three weeks the 
vision of the left eye had been failing. There was a definite and 
distinct detachment of the lower half of the retina. Later, she 
had only light perception. She was placed under general ob- 
servation, which included a rather restricted diet, because of 
an increased arterial tension. Her general health improved in 
every way; and on January 5th of this year, the vision of the 
left eye had returned to 20/50, and it was impossible to find the 
detachment. When last seen, June 14th, the media of the eye 
were clear; and, with a correcting lens, vision equaled 20/30, 
combined with a +3.00=Jaeger 1. This case is reported be- 
cause the detachment had been verified by another observer, and 
because the loss of vision was complete. Without any local 
medication, the retina has returned to its normal position, and 
full function has been restored to the eye. 

Dr. Byers: The following case is of interest because of the 
long period, over ten years, during which the cure has been ob- 
served. I think it may properly be called a spontaneous reat- 
tachment, because no local measures were employed, and the 
rest was more or less imperfectly carried out. F. C., in every 
respect a perfectly healthy man, aged thirty-three, consulted me ~ 
on August 22, 1904, for a blurring of vision in the right eye, 
which had followed immediately upon a blow upon the right 
temple. On examination, the left eye was found to be entirely 
normal, with a visual acuity of 6/5 with a —0.25 cylinder, axis 
180°. In the right eye, there was a large detachment of the 
retina. About two weeks later, the detachment had extended to 
about the middle line; but from that time on, it receded, in 
spite of the fact that the patient remained in bed for only a 
short time it the outset, and afterwards went about his office 
work much as usual. By November 15, 1904, the detachment had 
completely disappeared. Under rigid rest in the dorsal position, 
the retina rapidly regained its normal situation; and there was 
no separation to be seen on May 9, 1905. At this time, how- 
ever, I made the following notes: “Under mydriasis, the right 
eye shows a milky appearance in the macular area and, to a 
less extent, over the whole of the temporal side of the fundus. 
Small whitish dots are seen in the macular area and along the 
course of the superior temporal artery. In the extreme peri- 
i ig upwards, one makes out two small, rounded areas of 
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pigmentation, surrounded by hemorrhagic extravasations, and, 
downwards and outwards, a couple of dots of pigment accu- 
mulation.” On Saturday last, July 3, 1915, I made a further 
examination of the patient under mydriasis. The left eye was 
normal, as previously, with the same error of refraction and 
degree of vision; but over practically the whole of the outer 
half of the temporal side of the right fundus, one could see 
patches, for the most part, of considerable size, in which the 
retinal pigment epithelium had accumulated in masses of varying 
density ; and beneath the retina, one still perceived a milky ap- 
pearance, which suggested a deposition of connective tissue. 
Dr. Lambert: I should like to record a case that came under 
my observation some years ago, in a woman sixty years old, 
who had had both eyes operated on for cataract with excellent 
result. Later, she appeared at my office with the statement 
that vision had failed, and was foggy, there seeming to be some- 
thing floating before the eyes. I found a complete detachment 
of the lower part of the retina. I took her to the infirmary, 
and ordered rest, and so on. After several weeks of treatment, 
I gave the case up as hopeless; and the patient returned to her 
home. Six weeks later, she appeared at my office with com- 
plete reattachment and restoration of the function of the eye. 
Dr. Ziegler: May I ask, Dr. Lambert, whether there was im- 
provement in the vision? 
Dr. Lambert: Absolute—20/40 vision. I saw the woman a 
few weeks ago. There was no injury to vision in this case at all. 
Dr. Davis: The only further remark that I have to make is 
that Hirschberg reported a case somewhat similar to Dr. Lam- 
bert’s, after double extraction. There were hemorrhages in 
that case, also; but the retina reattached with fairly good vision. 
Dr. Lambert: In my case, you can hardly recognize that any- 
thing was wrong. 


Accommodative Insufficiency—By Alexander Duane, M.D., 
New York. 


The subject is of great importance, but has received too little 
consideration. Its study must be based on more precise data 
than have been obtainable. The author has tried to supply some 
of the lacking data. Those most interested in this subject have 
failed to grasp the significance of the author’s researches, which 
were calculated to fix not only the mean range of accommoda- 
tion, but also the upper and lower limits at each age. Accommo- 
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dative insufficiency is comparatively frequent, and is often asso- 
ciated with anomalies of convergence. Its varieties include 
paralysis of accommodation. By insufficiency of accommoda- 
tion, I mean a condition in which repeated tests show that the 
patient’s accommodative power is persistently below the normal 
limit for his age. 


DISCUSSION, 


Dr. Ziegler: I have a collection of these cases, and I have 
found the most common cause of the condition to be contact 
pressure between the middle turbinate and the septum, with a 
lesion of the septum itself. 

Dr. Howe: I think that if we would take more care in trying 
to recognize these cases, we should find them to be much more 
frequent than one would who did not take the necessary pre- 
cautions in the examination of the near point, and especially the 
near point of one eye at a time compared with the near point 
when both eyes are used. Another thing I wish to speak of is 
the importance of observing the effect of minimum doses of 
atropin and eserin. As I remember the figures, it is repre- 
sented by a fraction about like this: 0.0001. You can get that 
perfectly well, because we have these disks prepared for us, 
1/500 of a grain. By taking a part you can get the amount of 
atropin that is just sufficient to dilate the pupil. The relation of 
this to accommodation is that when put into a normal eye, 
atropin has a certain curve, which shows the way in which the 
pupil dilates. Where there is insufficiency of accommodation, 
however, the fall in accommodation is quite rapid as compared 
with the normal. In each eye case in which we find that the 
near point is far off as compared with what we should expect 
from the age of the patient, if we instil eserin, we find that it 
does not contract the pupil so readily as usual, but that the 
curve is much longer than in an ordinary condition. 

Dr. Zentmayer: I wish to mention that for a long time I was 
quite skeptical as to the existence of accommodative insuf- 
ficiency. During an experiment of taking the accommodation 
separately in each eye, however, I found that it occurred quite 
often, and cases which gave a great deal of trouble were relieved 
by carefully taking the near point in each eye separately before 
ordering the glasses. I fear that our tests for taking the accom- 
modation are not delicate enough for exact knowledge. 

Dr. Davis: There is a certain class of accommodative insuf- 
ficiency that I should be obliged to have advice as to how to 
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handle; that is, where vision is absolutely perfect for distance, 
especially in early presbyopes, where there is no convergence 
insufficiency or excess, though there is some in divergence. I 
have found that particularly in Wall Street people, who have 
been on a nervous tension; so long as they persist in this work, I 
have been unable to give relief for near work. For distance, 
they had perfect vision; and yet when it came to using their 
eyes for near work, they could not persist for as much as ten 
minutes. 

Dr. de Schweinitz: It is my experience that the correction of 
this difficulty by means of two glasses, and afterwards the early 
accompanying asthenopia, has brought about the happiest re- 
sults. I should like to confirm the statement of Dr. Duane re- 
garding the frequency with which subnormal accommodation 
accompanies arteriosclerosis. These are cases, the management 
of which has given me much satisfaction in my practice. We 
look at anomalies in the exterior muscles, and forget the interior 
muscles. It has seemed to me, also, that there are very inter- 
esting variations in the accommodative power in different por- 
tions of the day, especially in what is called premature presby- 
opia. I have made it a rule not to order a glass to relieve fail- 
ure of accommodative power earlier than the time at which ac- 
commodation fails, unless the patient permits me to examine the 
eyes at different hours on several days. 

Dr. Ward Holden, New York, N. Y.: I should like to ask Dr. 
Duane how much difference there is between the two eyes, or 
what the maximum difference is. I frequently find a quarter of 
a diopter. I have rarely had occasion, however, to make a dif- 
ference of more than that, in the correction of the two eyes for 
presbyopia. 

Dr. Duane: In regard to the matter of unequal accommoda- 
tion in presbyopia, I think that it is one that we should pay a 
greai deal of attention to. It is not very often that we have to 
make a difference in the correction, however. Only occasionally 
do we find as much of a difference as a diopter. A persistent 
difference between the two eyes is probably due to more pres- 
byopia in one eye than in the other. In these cases, even with a 
difference as great as that, it is not always the case that the pa- 
tient can accept a corresponding difference in the presbyopic 
correction ; but not infrequently I make a difference of a quarter 
of a diopter with satisfactory results. Regarding what Dr. 
Howe said about the use of minimal doses of atropin and eserin 
in testing accommodation, I would say that I have had no ex- 
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perience with this. I have made a great many examinations 
under our usual doses of these drugs, to test the effect on ac- 
~commodation. Under homatropin I have a collection of one 
thousand cases that I hope to present the results of. 

Dr. Davis: May I add a remark? I have a patient with in- 
equality of one full diopter, correction of which has been worn 
for a number of years. The patient is absolutely comfortable 
with that marked difference in the near-sight glasses. 


Nervous Symptoms from Contusions of the Eye—By Edward 
R. Williams, M.D., Boston. 


Almost every case of contusion of the eye is accompanied by 
symptoms of surgical shock or psychic shock of the eyeball 
alone. The subjects of special interest discussed are: (1) Sur- 
gical shock and its relation to cerebral concussion; and the influ- 
ence of psychic factors. (2) Psychic shock of the globe, with 
temporary or permanent damage to the retina. (3) Mode of 
injury and characteristic symptoms. (4) Traumatic neuroses 
tending to delay convalescence, and the need of special treat- 
ment. 

The cases included only those in which the eyeball was hit by 
small missiles, and all injuries which were very evidently com- 
plicated by cerebral concussion were excluded. Strong emphasis 
is laid on the disproportionately severe shock symptoms, due to 
the abundant sensory nerve-supply of the globe, and the subse- 
quent quick, very intense, sensory impulses sent to the brain. 


DISCUSSION. 


Dr. Derby: It has been my fortune to see quite a number of 
injuries of the eye produced by its being hit with a ball while 
the patients were playing various games. I corroborate what 
Dr. Williams has said in regard to shock. It is certainly sur- 
prising to see the instant shock that takes place when a person is 
hit in this manner. As to the later shock, I have not seen it 
often; but the early shock is very sudden, in my experience, and 
very great. 

Dr. Maxson: The last patient I saw before leaving for this 
meeting had sustained an accident the shock from which was a 
surprise to me. The man was hurt quite seriously, being struck 
with the end of one of those chemical fire-crackers. The patient 
was sent to the hospital, and the head nurse told me that he was 
pretty nearly in a state of collapse. We had to treat the nerv- 
ous shock for an hour before he recovered. 


